What can be learned from these European policy experiments? First, it is questionable whether prevention programs and incentives work at the individual level. There is a great deal of evidence that these policies fail to change people's lifestyles in the long run because unhealthy living habits are strongly predicted by a person's socioeconomic position and social circumstances.
3 Certain social contexts make it harder for people to make the "right" individual choices with regard to exercise, diet, and other health habits. In some cases, what seems like a personal choice to adopt an unhealthy lifestyle might not be; the choice may be driven by the fact that realistic options do not exist. 4 Second, there is a danger that focusing on individual responsibility reinforces existing socioeconomic health inequalities.
5 By rewarding healthy lifestyles and punishing unhealthy behaviors, the initial advantage of the well educated and well paid may tend to beget further advantage, and disadvantage those most in need of health improvements, creating widening gaps between haves and have-nots.
Striking a fair balance in health care is more complicated than moralizing risky behavior. For individuals to be able to take individual responsibility for their health, they first and foremost need adequate opportunities to achieve good health, such as affordable and accessible health care-not the other way round.
In Reply: I agree with virtually everything that Drs van Hoyweghen and Bartholomée state, as noted in my other writings.
1 The evidence clearly supports the position that the environment for all classes of people in society plays a large role in determining how healthy they are.
2
In my Commentary, I indicated that responsibilities should begin not with the poor, but with the rich and middle class. I distinguished those responsibilities for which an individual is mostly responsible from those (such as cigarette smoking, exercising substantially, and controlling weight) for which social determinants play a major role. Thus, for the middle class my Commentary focused on diagnostic testing that would identify diseases while they were curable and taking medication that would prevent the occurrence of serious diseases, such as myocardial infarction. These actions are under the control of the individual, as opposed to the environment in which he or she lives, especially if care is easily available and is free of charge.
There was no intent in my Commentary to ignore the social determinants of health or to exacerbate class differences. Rather, by increasing responsibility for the middle and upper classes for those actions that are more under their control, perhaps there would be more money left over to change the environment and reduce the effect of social determinants for everyone. It would be a mistake to make the poorest segments of the population responsible for health behaviors that are largely out of their control until the environment in which they live is changed. 
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Presenteeism Among Resident Physicians
To the Editor: Despite recent Centers for Disease Control and Prevention guidelines urging health care personnel with flu-like illness to avoid working, 1 presenteeism (working while sick) is prevalent among health care workers.
2 Ill health care workers can endanger patients and colleagues due to decline in performance or spread of disease. Resident physicians may face unique pressures to work when sick and lack time to seek health care. Using a multihospital resident survey, we determined selfreported presenteeism rates and associated factors among residents.
Methods. In August 2009, anonymous surveys were sent by 2 authors (D.C.B. Jr, S.R.D.) to 744 residents in postgraduate year (PGY) 2 and 3 in general surgery, obstetrics/gynecology, internal medicine, and pediatrics at 35 programs in 12 hospitals selected for varied geographic, size, and governance characteristics. Using a 50-item survey that broadly evaluated residency training, residents were queried regarding their prior academicyear (2008) (2009) ),"Werethereoccasionsthatyouthink you should have taken time off for illness, but did not do so?" Presenteeismwasdefinedasaresidentendorsing"once"or"more than once." Residents also were asked, "Did your schedule permit adequate time to see a physician regarding your health?" using yes/no responses. Results are presented by the training year assessed in the survey.
2 analysis using SPSS version 14 (SPSS Inc, Chicago, Illinois) was used to compare rates of presenteeism and adequate time for physician visits by PGY status(PGY-1vsPGY-2),sex,medicalschoollocation(UnitedStates vs other), specialty, and hospital. Statistical significance was defined as PϽ.05. This study received institutional review board approval and waiver of written consent.
Results. Overall response rate was 72.2% (537/744). Hospital response rates ranged from 48% to 100%, with 5 hospitals more than 90%. Of responders, 57.9% (95% confidence interval [CI] , 53.6%-62.1%) reported working while sick at least once and 31.3% (95% CI, 27.2%-35.2%) more than once in the previousyear.Inadequatetimetoseeaphysicianduringtheprior academic year was reported by 52.9% (95% CI, 48.5%-57.1%).
Residents were more likely to report presenteeism during PGY-2 than during PGY-1 Comment. Despite major residency reforms over the last decade to ensure resident and patient health, rates of resident presenteeism were high and similar to rates observed in 1999.
3
The higher rate of reporting working when ill among PGY-2 vs PGY-1 residents may reflect a greater responsibility toward patient care, consistent with higher presenteeism rates among workers who believe their duties are not easily substituted. 4, 5 The lack of factors associated with presenteeism suggests it may be pervasive. The presence of an outlier site suggests that hospital culture could play a role. Many residents reported inadequate time to see a physician in the previous year, highlightingchallengesresidentsfaceincaringforthemselves.Studylimitations include reliance on self-report, inability to distinguish between infectious and noninfectious illness, and potential bias from H1N1 influenza cases during survey development.
Residents may work when sick for several reasons, including misplaced dedication, lack of an adequate coverage system, or fear of letting down teammates. Regardless of reason, given the potential risks to patients related to illness and errors, resident presenteeism should be discouraged by program directors. Institutes of Health and AHRQ. Dr Arora reported receiving grant funding from the Accreditation Council for Graduate Medical Education (ACGME) and from the ABIM Foundation and providing expert testimony to the Institute of Medicine on residency duty hours and to the ACGME Duty Hours Congress on the same topic. Funding/Support: This study was funded by the Accreditation Council for Graduate Medical Education. Role of the Sponsor: The funding source had no role in the design and conduct of the study; in the collection, analysis, and interpretation of the data; or in the preparation, review, or approval of the manuscript. Additional Contributions: Meryl Prochaska, BA, University of Chicago, and Patrick Ryan, MD, ACGME, provided research assistance, for which they were paid. 
Interim guidance on infection
Graduating US Medical Students Who Do Not Obtain a PGY-1 Training Position
To the Editor: The number of graduating US medical students is increasing more rapidly than the number of postgraduate training positions.
1 The National Resident Matching Program (NRMP) has experienced a decrease in the number of unfilled positions for first postgraduate year (PGY-1) training while the number of unmatched seniors in US allopathic medical schools (US MDs) has remained stable.
2 After the 2010 NRMP, there were for the first time more unmatched US MD seniors (1078) than available PGY-1 positions (1060).
2 Applicants who fail to match either through the NRMP or the programs occurring earlier each winter (the Department of Defense Match and the San Francisco Match) scramble for the remaining PGY-1 positions after the NRMP match. Because this process is unmonitored, it has been unclear how many qualified US MD students fail to acquire a PGY-1 position through the matching programs and the subsequent scramble. This study was undertaken to determine this number for 2010 US MD graduates.
Methods. Two weeks after the 2010 NRMP match (which occurred on March 15, 2010), an email survey was conducted among student affairs deans of the 126 US MD medical schools with a 2010 graduating class. Each dean was asked to report the number of seniors participating in the NRMP; number of seniors unmatched after the NRMP; number of seniors without a PGY-1 position 2 weeks after the NRMP; number of fully qualified seniors without a PGY-1 position for July 1, 2010; the dean's opinion of the primary reasons each senior failed to acquire a PGY-1 position; and number of graduates from previousclassesparticipatinginandmatchingduringthe2010NRMP. Ten possible reasons for failing to match were listed, with an open line for "other" also provided (TABLE) . The survey closed on April 20, 2010. Of the 126 deans, 111 (88%) responded; there werenogeographicorpublic/privatedifferencesamongthenonrespondents. The study was determined to be an exempt form ofhumansubjectsresearchbytheAssociationofAmericanMedical Colleges institutional review board.
Results. The deans reported that 871 of 14 623 participating seniors (6.0%; range, 0-26 students per school) were unmatched after the NRMP (Table) . This is similar to the 6.7% for US seniors failing to match reported by the NRMP.
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Of these 871 seniors, 194 remained without a PGY-1 position after the scramble, but only 179 (1.2% of 14 623; range, 0-12 students per school) were believed by their deans to be fully qualified to start PGY-1 training; 15 were judged not qualified. The leading reasons reported for qualified students' failure to obtain a PGY-1 position were "not competitive for first choice specialty" and "USMLE score issues." 
